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At the time of hospitalization, a week after she was first seen in the clinic, the left eye too showed a marginal " ulcer " at the temporal limbus and the visual acuity had dropped to 6/12.
Biomicroscopic examination revealed oedema of the superficial cornea, overhanging edges at the margins of the "ulcer ", and a rich pannus working its way underneath the corneal substance as it extended leaving in its wake a vascularized scar. The pannus did not extend beyond the edge of the ulcer. At no stage of the active disease was it possible to examine the iris, though at the commencement and after the resolution of the inflammation the iris was normal and there were neither graft operation on the right eye. When she was admitted an eruption on the lower abdominal skin and groin and a vaginal discharge were discovered. The venereologist reported that she had been attending his clinic for some time. Antisyphilitic treatment was therefore recommenced and the idea of a second operation was abandoned, partly because of the skin condition and partly because the aetiological agent was now disclosed. The corneae started clearing after 2 months and the patient was able to attend the clinic without a guide. In August, 1955, the visual acuity in the right eye was 6/36, and in the left 6/60; the corneae were clearing, the pannus had thinned appreciably, and there were no permanent changes in the iris or Descemet's membrane. Discussion The vagaries of interstitial keratitis of whatever cause are well known. In both the syphilitic and tuberculous types the deeper layers of the cornea are involved. Clearing of the cornea is more thorough in the former, whereas permanent dense white scars appear to be the rule in the latter. The epithelium is not affected in either condition, and in the tuberculous type abscess-like infiltrates are sometimes seen (Duke-Elder, 1937) .
But for the age of the patient, a diagnosis of Mooren's ulcer was the only one possible, and this was our tentative diagnosis qualified by the prefix "atypical". The early clinical appearances of a grey marginal infiltrate of the cornea soon spreading along the limbus, and excavating the corneal substance, a pannus creeping centripetally, and a thickening of the episcleral tissue in the immediate vicinity of the limbus, are too typical for such a diagnosis to escape one's mind.
The occurrence of interstitial keratitis in a sero-negative person (in this instance due to previous antisyphilitic treatment) is not unusual; the corneal condition in this case was not a tuberculous ulceration of the cornea as there was no primary tuberculosis of the lids or conjunctiva. The question of a silent tuberculous focus was considered, because we could find no other incriminating cause.
P. SIVASUBRAMANIAM AND, T. HOOLE In the absence of a definite aetiological factor and owing to the rapid deterioration of sight, we felt it rational to perform a keratoplasty. An annular lamellar keratoplasty was chosen because a central fairly normal cornea was still present and because we thought it would eliminate the halo of pannus undermining the cornea and bridge the gap between the limbus and the normal centre. The blood vessels threatening to invade the cornea were not checked by the annulus of fresh corneal tissue, however, because of the overwhelming nature of the pathological process.
A lesson to be drawn from this case is that in every instance of Mooren's ulcer a thorough search must be made for syphilis and tuberculosis, for this condition may be an atypical form of syphilitic or tuberculous interstitial keratitis (Koeppe, 1918) .
Conversely, there was nothing definite in this case to indicate that it was in fact due to interstitial keratitis. It may have been a case of Mooren's ulcer, atypical only on account of the youth of the patient-for Taylor has described this condition in a child aged 3 (Linn, 1949) . The undermined edges of the ulcer, a creeping pannus throwing a veil over the cornea as it extended, bilaterality, chronicity, and resistance to antibiotics and cortisone, are typical of Mooren's ulcer, as are the absence of changes in the iris and Descemet's membrane. However, the recovery of corneal clarity after such devastating changes is rare in Mooren's ulcer, and rather resembles the pattern of events in interstitial keratitis. For this reason the patient's improvement can only be attributed to the extensive antituberculous and antisyphilitic measures adopted.
It is suggested that this case should be classed as an atypical form of interstitial keratitis with a mixed tuberculous and syphilitic aetiology, and that Mooren's ulcer should be regarded as a form of interstitial keratitis and not as a separate clinical entity. It also seems appropriate that the condition termed Mooren's ulcer should be called Mooren's syndrome since there may be more than one cause for the classical clinical picture of a " chronic superficial ulcer ... which with a characteristically undermined border and without perforation progresses slowly and unrelentingly ... until the whole cornea may be involved " (Duke-Elder, 1937) .
The efficacy of therapy will depend on the aetiology. Corkey (1952) successfully treated a case of Mooren's ulcer with riboflavin, but in this case we did not meet with the same success, nor did keratoplasty have any appreciable effect.
